A LADY, aged 61, was seen in December, 1921, complaining of constant tenesmus and constipation, with occasional bleeding. Examination revealed a pedunculated villous tumour on the posterior wall of the rectum, about the size of a walnut, and behind the rectum the hollow of the sacrum was filled by a large hard uniformly smooth swelling, extending upwards beyond reach of the finger.
Four years previously a very large lipoma had been removed from her thigh, and other smaller lipomata previously. I transfixed and removed the villous tumour and confirmed its innocency with the microscope. I asked Mr. Lockhart-Mummery to see the patient with me. I was anxious to know whether I was dealing with an innocent tumour, such as a lipoma or a dermoid, or with a malignant tumour. If innocent, it was probable that the tumour could be shelled out from behind without injury to the rectum; if the tumour was a sarcoma complete removal would be practically impossible except by an abdomino-perineal excision of the rectum, and even then the chances of avoiding recurrence would be small.
With the history of removal of a large lipoma from the thigh I was inclined to make a diagnosis of fibrolipoma. Mr. Lockhart-Mummery, having in mind a somewhat similar case, was in favour of the diagnosis of a dermoid cyst. I decided to remove the coccyx, and make an attempt to shell out the tumour from behind. I found the tumour was more or less encapsuled posteriorly, and could be separated from, the sacrum fairly easily. It was with great difficulty that the upper limit could be reached. Above and in front the tumour was adherent to the bowel, and was separated with difficulty. The rectum was not torn during removal, but it was clear that if the tumour was a sarcoma, as it seemed to be, removal was not complete. The cavity was lightly plugged for twenty-four hours with flavine and paraffin gauze. The tumour removed was about the size of a cocoa-nut. On the fifth day the bowel leaked into the wound, but no sepsis occurred. The wound closed down rapidly, leaving a [May 10, 1922. small facal fistula. Seven weeks after operation a small lump could be felt behind the rectum in the situation of the original tumour. The recurrence gradually increased in size, and the liver was obviously enlarging. Two weeks later the patient became jaundiced, and complained of pain under the costal arch, where a hard lump could be felt. The patient died of uraemia in just under three months from the date of operation.
The tumour is a round-celled sarcoma, but presents certain unusual features, and it has been suggested that the tumour is a chordoma.
Mr. Gabriel has been working at the microscopical sections, and I will ask him to add a few remarks on the special features.
The interesting points in the case are:-
(1) The " tumour tendency" as evidenced by the lipomata, villous tumour and sarcoma.
(2) The rapid recurrence and high degree of malignancy of a tumour suspected of being a chordoma.
(3) The difficulty in diagnosis and its bearing on treatment.
The questions I would like opinions on are: (1) Should a portion of growth have been removed for section, and, if the tumour was proved to be malignant, followed by an abdomino-perineal excision ? (2) When a large sarcoma occurs in this situation, is any operation worth while, except a colostomy to relieve symptoms ?
I am inclined to hold the view that should I meet with a similar case and be able to establish a diagnosis, I would not attempt removal.
MICROSCOPICAL REPORT ON SECTIONS FROM THE TUMOUR BY W. B. GABRIEL, M.B. Sections of this tumour have been taken from several parts, and all show much the same structure. There is a stroma consisting of fibrous tissue, which shows generally an advanced stage of hyaline degeneration, with irregular areas of heemorrhage and of fatty degeneration. The parenchyma is seen to be alveolar in arrangement, and consists of cellular masses of varying sizes, which stain deeply with ha,matoxylin. The nuclei are rounded, packed closely together, and their variations in size, with occasional evidence of mitosis, form an indication of the.malignancy of the tumour.
In one section the invasion of the muscular wall of the rectum is clearly seen. The extensive mucoid degeneration and nucleolar vacuolation, said to be so characteristic of chordomata, are not seen. In many places these malignant cells are seen surrounding circular spaces, which appear to be lined by endothelium.
Diaqvosis.-I think this is either a round-celled sarcoma or, in view of the 
